. Such a characterization of the battles engaged in by biomedicine suggests the importance of power. Power, in the Foucauldian sense, draws our attention to knowledge and the power knowledge systems create. Foucault (1979) has posited that knowledge and power are inseparable in modern life. The production of knowledge produces power in that "power and knowledge directly imply one another; that there is no power relation without the correlative constitution of a field of knowledge, nor any knowledge that does not presuppose and constitute at the same time power relations" (Foucault 1979:27) .
Anthropology is particularly well positioned to examine the relationship between knowledge and power (Abu-Lughod 1990; Martin 1987) . Through the use of ethnographic research and extensive open-ended questioning, anthropologists pay attention to diverse voices, and to the social and cultural construction of concepts and their meanings.
In addition to open-ended questioning, some anthropologists have developed a method for systematically collecting qualitative data that can then be analyzed using a statistical technique called consensus analysis. Consensus analysis examines the extent to which members of a group share knowledge within specific domains (Romney, Weller, and Batchelder 1986) . Our objective is to demonstrate that issues related to contemporary theories of power such as those of Foucault can be examined using a combination of these analytic techniques. 1 We attempt this by examining a cultural domain-perceptions of breast cancer risk factors-among a sample of physicians in the northern part of Orange County, California.
Even though a high level of overall consensus exists among the physicians concerning cancer risk factors, we found that physicians working in a university hospital setting (university-based) differed in important and observable ways from physicians working in the private sector (community-based). We attempt to show that once removed from the cultural influences of the research setting or medical school, community-based physicians rely more on experience when discussing breast cancer risk factors than do university-based physicians. We argue that the nature of the work performed in these two settings influences the relative importance given to various sources of information, and frames what is considered valid information. This is understandable given Foucaulf s notions about the relationship between knowledge and power. For physicians, medical school is the mechanism which disciplines their thoughts and behaviors, thus promoting an enclosed system and normalization. As noted by Foucault, "Like surveillance and with it, normalization becomes one of the great instruments of power at the end of the classical age. For the marks that once indicated status, privilege and affiliation were increasingly replaced-or at least supplemented-by a whole range of degrees of normality indicating membership of a homogeneous social body but also playing a part in classification, hierarchization and the distribution of rank " (1979:184) . Physicians not only wield power through creating and transmitting knowledge, they are subject to it and disciplined by it through normalization, hierarchy, and classification. The effects of power as relational and the production of knowledge are made apparent through the examination of the distributions created through normalization. A primary objective of this article, then, is to show how the existing distribution of perceptions about breast cancer risk factors in a
Breast Cancer Risk Factors 297
medical community tell us something about relations of power, especially the disciplining effect power has on those who create and transmit knowledge (university-based physicians) (Foucault 1972) .
CENTERS AND MARGINS OF MEDICAL KNOWLEDGE
If power disciplines, as we suspect it does, then one area where we might observe the results of this disciplining is in the variation of physicians' perceptions of disease. Although Freidson's (1970) research has focused on the quality of physicians' performance, his work also has implications for variation of beliefs among physicians. He argues that performance is affected more by the physicians' immediate work place than by their formal training. In addition, recent research has argued that physicians' perceptions of themselves vary by work place (Kumpusalo et al. 1994) . While physicians generally learn the same core material in medical school, theoretical material and first-hand experience have different values depending on whether the physician is a medical researcher or solely a clinical practitioner. Freidson (1970:168) has argued that the medical researcher represents the norms of the medical profession; they are "the formal spokesmen, the leaders and sometimes the models of the profession." He points out that clinical practitioners, on the other hand, perform the daily tasks of medicine and rely largely upon experiential aspects of medical knowledge. " [T] he clinician is prone in time to trust his own accumulation of personal, first-hand experience in preference to abstract principles or 'book knowledge/ particularly in assessing and managing those aspects of his work that cannot be treated routinely" (Freidson 1970:169) . As a consequence, researchers speak less about experience than the clinicians for whom "the aim of the practitioner is not knowledge but action" (Freidson 1970:168) .
Building upon Freidson, we propose that the work setting also affects the way physicians perceive cancer risk factors. We suggest that it is the nature of the primary work that occurs in particular settings that has an important influence on knowledge acquisition. More specifically, the primary job (role) of universitybased physicians is research and pedagogy-the training and teaching of medical students-often supplemented by clinical practice. The primary job of communitybased physicians is to provide medical services.
This basic distinction between community-and university-based physicians has an implication vis-a-vis the knowledge-power relationship. Building upon Foucault, theorists have argued that all physicians gain authority from their expert knowledge (Aronowitz 1988; Turner 1987; Rouse 1987) . Community-based physicians apply medical knowledge and their authority derives from this application of medical knowledge.
2 The university-based physicians' relationship to knowledge is different, and their authority and status are thus different. University-based physicians may engage in clinical practice, but they gain additional authority and status from their position at the forefront of biomedical research and training. They have the power to create knowledge through research and to define what is contemporary "truth," or knowledge worth knowing, which must then be transmitted to students. These two differing relationships to knowledge and power have implications for what information becomes incorporated into physicians' knowledge.
Medically relevant information can come from a number of sources, but especially from two: clinical practice and medical literature (textbooks and scientific journals). This is true for all physicians, both university-and community-based. Community-based physicians can be characterized as learning biomedical knowledge in medical school, and then moving away from the centers of biomedical knowledge creation and transmission (universities and medical schools). The fact that physicians are required to seek continuing medical education is a recognition of this process of moving away from the "current" core of knowledge over time. Community-based physicians, distant from the center of training and research, are likely to gain additional knowledge from a variety of sources, especially their experience in clinical practice (Freidson 1970) . As Lock (1982) , in trying to understand variations in clinical practices among physicians, has noted: Information in medical texts is concerned almost exclusively with anatomical and cellular structures and processes, or with inferences based on statistical sampling. This information must be re-interpreted by a clinician to be relevant to individual patient care; an experienced clinician is inclined, with time, to draw on empirical, clinical evidence which, because of its direct and immediate nature, is likely to be more compelling than literate abstractions in justifying medical decisions, [emphasis in original, Lock 1982:270-271] In other words, physicians must transform the "science of medicine" into the "art of medicine" in the clinical setting (Good and Good 1993; Gordon 1988) . 4 We argue, however, that even though university-based physicians also engage in clinical practice, their role as the physical embodiment of the "science of medicine" influences the extent to which they draw upon clinical experience in constructing their models of disease and disease risks, at least when compared to the communitybased physicians. We suggest that the role of university-based physicians as definers of truth and knowledge makes them even more selective than purely clinical practitioners when it comes to allowing something to be defined as "truth." University-based physicians will be less likely than community-based physicians to venture too far from the scientifically "proven" and acknowledged. These assertions should be supported by the data presented here. It is important to note, here, that only about 25% of all breast cancer cases exhibit any of the scientifically determined risk factors; this leaves ample room for speculation about the possible risks for breast cancer.
EXPERIENCE, DISCIPLINE, AND KNOWLEDGE VARIATION
Cognitive anthropologists have always been interested in the organization of cultural knowledge (LYAndrade 1995) . It is generally accepted that culture, in part, consists of shared knowledge and that groups or individuals vary in the degree to which they accept or share that base of knowledge (Goodenough 1981; Roberts 1964) . In an attempt to understand why knowledge varies among members of a society, Roberts (1964) suggests the metaphor of the "information economy." In such a marketplace, knowledge is "created, or borrowed, distributed, and used,"
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but individuals have differential access to that information. 5 Finding variation in knowledge among groups who generally share a culture can be used to draw attention to the effects of normalization, classification, and hierarchy which are the instruments of power and discipline. The relative importance given to experience, as we will argue, is a mechanism which works against the constraints of the dominant ideology. In other words, examining intracultural variation gives us insight into the power relations at work within a group and potential mechanisms which are used to break through the normalizing process.
Consensus analysis has been successfully used to examine the degree of shared knowledge and the distribution of knowledge within and between communities ( Boster 1986 Boster ,1985 Garro 1986 Garro ,1988 Weller 1984; Weller et al. 1993) . Many of these studies have shown the importance of expertise, agreement and experience in knowledge variation. For example, Boster's (1985) work on the knowledge of manioc production among the Jivaro illustrates the role of experience in knowledge variation. He attributes variation in knowledge of manioc production to social factors such as the sexual division of labor, kin ties, and individual expertise. Women had more knowledge of, and agreement on, plant names because they maintained the gardens and collected the plants. Closely related women shared their knowledge and therefore agreed more with each other than with more distantly related women. Moreover, informants who agreed with others on a large proportion of plants names were also more consistent in their answers when retested. The consistency of informants is a good indicator that agreement does represent knowledge. In addition, Boster argued that only by examining the distribution of manioc knowledge would one know which informants were more knowledgeable.
In another example, Garro (1986, 1988) showed that experience was an important factor in knowledge about disease and illness. Garro (1986) conducted a comparison of curers and non-curers in Mexico. Her analysis showed that both groups share a cultural model of cures, but that older women and the curers, because of the increased experience as healers, had higher agreement on the cultural model than others. In this case, variation was likely due to an individual's experience with curing, rather than the healer's formal training.
The research discussed above underscores the role of experience in knowledge variation. D'Andrade (1984) has summarized this relationship well:
There is always interplay between the world of experience and cultural meanings; in some cases cultural meanings have the potential of giving form and depth to private experience, in some cases cultural meanings may conflict with the individual's experiences, and in other cases there may be no relation established by the individual between particular experiences and cultural meanings. Just as there is a dynamic between cultural meanings and systems of materials flow that creates a potential for change, so, too, there is a dynamic between cultural meanings and private experience that also creates a potential for change [D'Andrade 1984:114] .
This discussion has a number of important points for the issues discussed here. The dynamic between cultural meaning and private experiences help us to understand the role of experience in agreement variation among physicians. Reliance on individual experience as a basis of knowledge sometimes leads to greater agreement, as in the case of the Jivaro (Boster 1986) and the Mexican curers (Garro 1986) .
Experience can also lead to idiosyncratic views, especially when there is a preexisting dominant and pervasive "correct view" or ideology. For example, Garro (1988) studied beliefs and variation of beliefs concerning high blood pressure among the Ojibway.
6 She found that experience conflicted with the existing cultural model resulting in more variation, and that experience had definite effects on established biomedical knowledge concerning high blood pressure. This discussion of experience and knowledge among cognitive anthropologists brings us back to the relationship between knowledge and power. If we find variation in the way physicians perceive breast cancer risk factors, we must ask to what extent is this variation a product of the various forms of knowledge physicians draw upon when thinking about illness.
To summarize, we argue that subtle and yet important variation in how physicians view breast cancer risk factors may result from their relationship to their clinical practice. Physicians in private practice and physicians employed in medical schools may both practice primary care medicine, but they are influenced differently by their work settings and the demands on their professional status. As a result, we argue that compared to physicians affiliated with a medical school, physicians in private practice will be more likely to include lessons from clinical experiences in their discussions of breast cancer risk factors. This occurs we argue, even though university-based physicians also spend some time in clinical practice. University physicians are at the center of medical discourse, knowledge production, and dissemination, that is, at the center of power. Community-based physicians are at the margins of power, that is, not at the center of knowledgeproduction in the Foucauldian sense. Why this pattern might occur must be understood from the perspectives of both research on variation in knowledge and ideas about the relationship between power and knowledge. We test these assertions below.
RESEARCH AMONG PHYSICIANS
Between August 15,1991 and August 15,1992, we interviewed a total of thirty physicians: fourteen were employed at the University of California at Irvine, College of Medicine (university-based) and sixteen were in private practice (community-based). The interviews with physicians were conducted as part of a larger study on Latinas and cancer (Chavez et al. 1995a) . Community-based physicians were sent letters and asked to participate in the study. We then made followup phone calls to those who responded to our letter. Physicians affiliated with the University of California, Irvine, College of Medicine were contacted directly and their participation requested. Interviews with the physicians consisted of many open-ended questions as well as systematic data collection techniques of freelisting and ranking (Weller and Romney 1988) .
Leo Chavez, the Co-Principal Investigator of the study, conducted the interviews, which lasted approximately one hour and were conducted at each physician's place of employment. Among the university-based physicians, six practiced internal medicine and eight practiced family medicine; seven were female and seven were male. Community-based physicians consisted of twelve specialists in obstetrics and gynecology, two in internal medicine, and two in family practice; five were female and eleven were male ( Table I ). All of these physicians provided primary care to women, including pap and breast exams, and made recommendations for mammograms, in North Orange County. Freelisting and ranking tasks were undertaken in three steps. First, early in the interview physicians were asked to freelist anything that, in their perception, would cause or increase the chance (risk) of getting breast cancer. After they answered a series of open-ended questions about breast and cervical cancer, they were read the list of items they mentioned and asked if they would like to add anything to the list. Although this analysis focuses on physicians, the larger study included interviews with European-American women, Chicanas (U.S.-born women of Mexican descent), and Mexican and Salvadoran immigrant women, whose freelisted items for risk factors were included in the overall final list of 29 most salient risks for breast cancer (for further information on the larger study see Chavez et al. 1995b) .
Each risk factor was printed on a separate index card. We then asked respondents to put the cards in order, with the items most likely to cause or increase the risk of breast cancer at one end, and the items least likely to cause or increase the risk of breast cancer at the other end. This produced a rank order of the 29 risk factors. When the task was completed, the respondents were asked what organizing principles they used to rank the items.
DETERMINING AGREEMENT
We used cultural consensus analysis to test for the existence of cultural models that would explain the respondents' rank ordering of the risk factors (Weller and Romney 1988; Romney, Batchelder, and Weller 1987; Romney, Weller, and Batchelder 1986) . Cultural consensus analysis is a mathematical model that determines the degree of shared knowledge within groups and estimates the "culturally correct" answers according to the group interviewed. In other words, the "right answer" is determined by the interviewees' answers, not by a previously designed answer key. The analysis contains a measure known as "competence" that assesses the individual's expertise in relation to a set of culturally correct answers (the model) derived from a group of respondents' answers to questions concerning a specific domain of knowledge. We have chosen to use the term "agreement" in lieu of competency to express the quantitative relationship of the individual's expertise to the "culturally correct" answers, in this way avoiding any confusion over the intended or unintended meaning of "competency." Cultural consensus analysis provides estimates of each individual's agreement and the average agreement level of the group. The analysis initially solves for individual estimates of agreement by factoring an agreement (correlation) matrix among informants. The ratio between the first and second eigen values determine whether a single factor solution exists, indicating a single, shared cultural belief system. Researchers in this field generally accept a ratio of three to one, and all agreement scores falling between 0 and 1 (no negative agreement scores), as a minimum threshold for asserting that there is a single factor (cultural) solution. Cultural consensus analysis thus helps us determine physicians' agreement on the relative importance of the risk factors for breast cancer, and on which risk factors they disagree.
Sample size determination for cultural consensus analysis follows the same principles as those in other types of analyses. For ordinal data, two parameters are necessary: the degree of concordance among respondents (the average Pearson correlation coefficient) and the desired level of validity (estimated by the correlation between the answers obtained from the sample and the "true" answers). If there is a great deal of agreement about a topic, the number of subjects necessary to obtain a high level of validity is small. The lower the average agreement, the larger the number of respondents must be to maintain a specified validity level. Because we had no prior knowledge regarding the amount of agreement about risk factors for breast cancer in our subjects, we chose a low agreement score of 0.36 and stringent criteria for proportion of items ordered correctly (95% validity). Using these criteria, a minimum of 17 respondents in each group were necessary (Weller and Romney 1988) .
Multidimensional scaling is used to visually represent the level and pattern of agreement among physicians (Figure 1 ). This was done by applying the scaling routine to the agreement matrix (respondent by respondent correlation matrix on all the ranked items). Physicians represented as close together agree more than physicians that are farther apart.
RESULTS

Physicians' Explanations of Breast Cancer Risks
AH physicians mentioned heredity as a principal risk factor (Table II). As Table II indicates, the percentage of physicians listing any of the other risk factors is notably smaller. For example, obesity, the next most frequently mentioned risk
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factor, was listed by 37% of all physicians. In addition, community-based and university-based physicians perceive breast cancer risk factors differently. As Table  II indicates, community-based physicians mentioned 16 more possible risk factors than university-based physicians. On the other hand, university-based physicians mentioned only two possible risks that were not mentioned by the communitybased physicians.
The frequency of mentioned cancer risk factors also showed a difference between the two groups of physicians. Community-based physicians mentioned thirty-four items, eighteen of which were only mentioned once. University-based physicians mentioned a total of twenty risk factors, eight of which were only mentioned once. Clearly, university-based physicians not only mentioned fewer cancer risks, but also agreed more on the salient risk factors than the communitybased physicians.
Some of the risk factors become particularly important in the analysis that follows and need to be highlighted here. Thirty-eight percent of the communitybased physicians mentioned high-fat foods as a possible risk for breast cancer compared to 21% of the university-based physicians. Community-based physicians also mentioned never breastfeeding (19%) and environmental pollution (13%) as breast cancer risk factors, and yet these were not mentioned by any of the university-based physicians.
Physicians' responses to open-ended questions reveal variation between community-based and university-based physicians in how they discuss breast cancer risks. When giving the causes or risks for breast cancer only one of the fourteen (7%) university-based physicians expanded on his response by going beyond established biomedical risks. We define "beyond established biomedical risks" as any reference to other diseases or experiences with patients or personal experiences. Whereas five of the sixteen (31%) community-based physicians referred to items that were beyond established biomedical risk factors. Although all physicians draw upon the same core knowledge, some go beyond the scientifically established risk factors when discussing breast cancer.
The university physicians, when talking about things that cause or increase a woman's risk of breast cancer, listed items that were currently found in the medical literature on breast cancer. Moreover, they prefaced their responses with phrases such as: "Well, as we were taught in medical school..." and "The risk factors for breast cancer that we teach the medical students are family history... " Also, university-based physicians did not speculate or stray too far from what was found in contemporary medical literature. For example, one physician mentioned "family predisposition" as the only cause, saying "as far as I know that is pretty much my knowledge of what is truly known." By "truly known" he meant scientifically known. University-based physicians talked about associations, correlations with factors, and recent seminars but did not make many inferences from patients or from other disease risks. This was a marked contrast to the community-based physicians' discussions.
Community-based physicians made inferences from causes for other diseases and from their own life experiences. Moreover, they displayed a noticeable skepticism at times. For example, when speaking about various risk factors, one community-based physician said, "all those factors we've been sort of told that they cause [cancer] but nobody definitely knows." Another community-based physician begins by listing "scientific" factors but then goes on to discuss other possibilities:
Well, the things that are known are: One, just to be a woman. The risk of breast cancer increases with age in a pretty linear fashion. The other risk factors are the duration of estrogen production... I think there is some controversy about whether number of pregnancies is relevant or not. Probably not. Also, there's been some controversy regarding lactation. And, that's probably not relevant... In the Boston study, the largest on-going epidemiological study that I'm aware of, interestingly indicated alcohol... Of course, smoking is a risk factor for so many things, and probably for breast cancer as well. In fact, I think there's pretty good data on smoking. Another thing is environmental... Or they tried to indict high-fat diet for example, but I don't think that the data support that high-fat diet theory for breast cancer. It does for colon cancer.... This same physician also talked about autoimmune disease as another possible risk. Clearly, this physician suspected the veracity of some of the bewildering array of medically identified risk factors for breast cancer. On the other hand, he perceives as plausible factors that are not considered important risks by universitybased physicians.
Another community-based physician says he looks for "... family history. The same things that may cause other diseases. In other words, I'm looking for if she is hypertensive, overweight, high cholesterol and has those other risks." This physician shows a definite willingness to draw inferences from risks and causes
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for other diseases affecting a patient's health. Finally, this is an example of a community-based physician making inferences from his patients' experiences:
We feel that anytime you have so much irritation you always have inflammation of the tissue. Example, number one might be from using any kind of cosmetic, like we've been talking about those implants, you know the irritation leaking there and also, this is, I don't know, it's just my own personal opinion, maybe patients who are sexually promiscuous. And you can see those people they might be still young age, nineteen, twenty, but the breast looks so bad, so lumpy.
In sum, the statements from university-based physicians showed minimal variation, both in the items listed as risk factors and in their discussions about their risk factors. In contrast, community-based physicians cited many sources of information for their opinions on breast cancer risk factors, and their statements varied a great deal. Instead of quoting lines from text books, community-based physicians drew upon their experiences and general medical knowledge. As a female communitybased physician put it, "Now, when you take up all the risk factors it probably only counts for about twenty percent of cases and therefore we have to look for it in everybody. We can't rule it out on the basic risk factors."
We believe the existence of variation among the physicians has to do with the type of information that is allowed to enter into their explanatory model. In contrast to the university-based physicians, community-based physicians were more likely to include experiential knowledge in their explanatory model for breast cancer risks. How the physicians rank-ordered the potential breast cancer risks supports the argument for variation in knowledge between these two groups of physicians.
RANK ORDERING OF BREAST CANCER RISK FACTORS
This rank ordering procedure allows us to determine the extent of agreement among the interviewees concerning the relative importance of the risk factors. We can also examine individual variation as well as determine differences between subgroups in the study. We have also examined the respondents' explanations of these rankings (why they ordered them the way they did).
7
The ranking task reveals that, as one might expect given their medical training, university-and community-based physicians agree a great deal. Indeed, consensus analysis finds that they share a single model of breast cancer risk factors. We define that single model as consisting of all the physicians' aggregate rank ordering of all the possible breast cancer risks (Table III , column 1). This ranking shows us which of the possible breast cancer risks the physicians generally ranked high and which they generally ranked low.
Consensus analysis on all of the physicians' rankings revealed that the ratio between the first and second factor value is 8.8, well above the 3 to 1 minimum required, indicating strong agreement on a single cultural model of breast cancer risks. Similarly, the mean agreement for all physicians was .73, which shows a relatively high level of shared knowledge. For example, in Garro's (1988) study of the Ojibway, the ratio between the first and second factor was 4.0 and the mean agreement was .56. Physicians' training and expertise raises the expectation of high agreement on their perceptions of breast cancer risk factors. But is there variation in the physicians' perceptions? To explore this question, we examined separately the rankings of community-based and university-based physicians (Table HI) .
Although physicians agreed in general, as we expected, there is a definite pattern of variation in the level of agreement. University-based physicians showed a much higher level of agreement among themselves, reflected in a ratio between the first and second factors of 11.22. Community-based physicians showed less agreement, with a ratio of only 5.2 (Table IV) . This difference is also indicated in the mean agreement scores. University-based physicians had a mean agreement of .82, compared to a mean agreement of .65 among community-based physicians (a difference in means significant at the .002 level). 8 This analysis suggests that even though physicians had a high degree of shared information, different degrees of that sharing existed among them. The primary work setting of the physicians appears to influence variation in agreement among (Figure 1 ), which visually displays the pattern of agreement and disagreement among the physicians based on their rankings of possible breast cancer risks. As Figure 1 shows, most of the physicians cluster around a central point, and this clustering indicates that they generally share the same biomedical model of breast cancer risks. Note, however, that the university-based physicians' (the U's) cluster is tighter than that of the community-based physicians (C's). Community-based physicians tend to fall around the main core of university physicians. This pattern reflects the greater level of agreement among university-based physicians compared to community-based physicians. In a Foucauldian sense, this graphically represents the extent to which university physicians are at the core of knowledge and power and community-based physicians are at its margins.
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These patterns of agreement suggest that community-based physicians' perceptions of the relative importance of some risk factors differed from their universitybased colleagues. We attempted to tease these differences out by comparing the aggregate rankings of the university-based physicians to those of the communitybased physicians. To clearly observe differences, we created Figure 2 , which is a plot where the X axis equals the community-based physicians' aggregate ranking of breast cancer risk factors found in Table III (column 3) , and the Y axis equals the university-based physicians' aggregate rankings, also found in Table III (column  2) . Items ranked high (1-highest) are at the bottom left of the figure. For example, heredity is located on the bottom left of Figure 2 because it was ranked number 1 by both sets of physicians.
In examining Figure 2 , we found that all the physicians generally ranked the cancer risk factors along a dimension with three clusters: scientifically proven risk factors, possible risk, factors, and discardable risk factors (those which were not considered as actual risk factors. Physicians, themselves, often explained their rank ordering along this dimension, using words such as "proven" and "accepted" risk factors, i.e., those found in the medical and scientific literature, to explain the highly ranked risk factors. In this category are risks such as heredity, having a first child after age thirty, not having a baby, and early menstruation (Figure 2 ).
9
Physicians referred to the second tier of ranked factors as those for which the scientific evidence is not yet conclusive. Such risks were "possible, but not proven" risk factors for which the "the verdict is still out." Such still-pending risk factors included exposure to medical X-rays (radiation), smoking cigarettes, chemicals in food, and a polluted environment. The physicians viewed the lowest-ranked factors as absolutely not risk factors for breast cancer. As one physician said, these are "old wives tales." Examples included excessive fondling of breasts, lack of hygiene, and blows and bruises to the breast, a wild life, and a dirty work environment.
It was in the importance, or relative ranking, given to some of the factors in the second cluster that differentiated the university-based physicians from the community-based physicians. Community-based physicians ranked a diet rich in fatty foods, smoking, and never breastfeeding as greater risks than did the university-based physicians. University physicians ranked lack of medical attention and early menstruation as more of a risk than the community-based physicians. These variations influenced the relative levels of agreement among our physician interviewees, as we have shown in the previous discussion.
Another way to determine distance from the university is to examine years of experience practicing medicine. Years of experience are highly correlated with the agreement measure (r = -.62). This means that the longer a physician has been practicing medicine, the lower his or her agreement will be. One argument, therefore, is that years of medical experience are the dominant influence on variation in perceptions of cancer risks among physicians. We would argue, however, that length of experience is relative: it will affect community-based physicians more than it will university-based physicians, who will stay closer to the center over time.
10
The community-based physicians in our sample generally had more years of experience than the university-based physicians. Years of experience range from five to thirty-nine years, with a mean of seventeen years for all physicians. The community-based physician who has been in practice 39 years is coded "a" in Figure 1 and Figure 2 . His low agreement score is indicated by his distance from the other physicians. What is interesting about this community-based physician is the way he dismisses possible causes of breast cancer:
Well I think there's some hereditary factors. I don't feel that pregnancy per se has any, it may have a protective effect, but I don't think it causes it. I don't think any hormones cause it, I think they generally have a protective effect-(interviewer: for breast cancer?)-Yeah. This is an old controversial thing that estrogen may be causing breast cancer. No. It won't prevent it, but I do think it does bring the patient in when they're on medication, and exposes them to exams where they can maybe pick it up earlier. This physician reveals his skepticism by making the question purely an issue of causation rather than risk. Besides heredity, he does not share with the university physicians a perception of relative importance for what are considered contemporary biomedical risks for breast cancer.
Experience also explains why some community-based physicians that are in the midst of the university-based physicians in Figure 1 . The three community-based physicians around the center of Figure 1 have been practicing medidne for seven, eleven and seventeen years, all at or below the mean years of experience for all physidans. The community-based physidan with the highest level of agreement has also been practicing the fewest years. This finding reinforces the hypothesis that the longer community-based physidans are away from the center of medical knowledge (medical school) the less they will agree with university physidans.
Evidence supporting this hypothesis is found in a plot of the physidans' agreement scores by their years of experience (Figure 3 ). Community-based physidans' agreement scores decrease with experience, which is indicated by the C's drifting to the upper left of the picture, away from the central agreement point in the lowerright quadrant. This same trend is not apparent for the university physidans. Even the most experienced university physidan still has a high degree of agreement.
The results of three regression analyses also support this interpretation (Table V) . In Model 1 we examined the years of experience on the university-based physi- cians' agreement scores, which turned out to be not significant (p = .630). In addition, the slope coefficients reveal that the relationship between university physicians and experience is positive and small. More experience for university physicians does not indicate less agreement, rather, it has a positive effect. In Model 2 we did the same test on the community-based physicians' agreement scores and the result was significant (p = .007). The slope coefficients reveal a negative relationship; more experience among community-based physicians is related to less agreement. 11 Years of experience practicing medicine increases variation in agreement levels for community-based physicians more than university physicians.
ALTERNATIVE WAYS KNOWLEDGE CAN BE DISTRIBUTED
So far, we have focused on work setting (community or university) and years of experience practicing medicine as influential factors in the differentiation of knowledge agreement on perceptions of breast cancer risk factors. There are, however, other sources of knowledge that could influence perceptions of risk factors for breast cancer, such as gender, physician specialties, foreign-born physicians, and foreign-trained physicians. This section examines the extent to which these alternatives are more important than the differences we argue derive from the distinction between university-based physicians who constitute knowledge and power and community-based physicians who are on the margins of power.
Gender can influence patterns of knowledge sharing (Browner 1991; Mathews 1987; Romney, Batchelder, and Weller 1987; Boster 1986) . Although the mean agreement for females is higher than for males in our sample, when work setting is controlled, there is no significant difference. There were more female universitybased physicians than community-based female physicians in our sample. Because university-based physicians had an overall higher mean than community-based physicians, women in the university group also had higher means. For gender, the distinction between university-and community-based physicians is significant.
Another alternative hypothesis may be that there is a difference between foreign-born and U.S.-born physicians. The reasoning is that foreign-born physicians are drawing upon different cultural values or ideas. We had nine foreignborn physicians in our sample. There was, however, no significant difference between foreign-born and U.S.-born physicians with regard to their rankings of breast cancer risk factors.
Following the idea of other systems of knowledge influencing biomedical knowledge, we tested for a difference between foreign-trained (n = 7) and U.S.-trained physicians (n = 23) (Figure 4 ). This test proved significant (p < .05).
n We are unable, however, given the small sample size to determine if foreign-trained physicians working in university settings differ from physicians working solely in the community. Even though foreign medical schools may train students in a biomedical tradition similar to that found in the United States, this finding suggests that national level cultural differences are important. An interesting research project would be to conduct a similar study with medical schools in different countries as the unit of analysis.
Another hypothesis is that the medical specialty of the physician influences the level of agreement. The influence of this specific hypothesis cannot be fully tested because there are no specialists in obstetrics and gynecology in the university sample. We had originally thought that specialization had no influence because the majority of community-based physicians were obstetricians and gynecologists, and being specialists they would agree more. In this case the specialists (experts) varied more than the general physicians in their level of agreement on breast cancer risks.
We tested for a significant difference between the agreement means of the physicians in various specialties. There was no difference between internal medicine practitioners (n = 8) and family practitioners (n = 10). There were significant differences between both obstetricians and gynecologists (n = 12) and internal medicine practitioners (n = 8) (p < .05), and obstetricians and gynecologists and family practitioners (p < .05). The significant difference observed between obstetricians and gynecologists may be due to their greater degree of specialized experience with breast cancer. Without further research, however, this hypothesis remains inconclusive. As stated above, we are unable to test if there is a difference when community-based versus university-based work setting is controlled.
EXPERIENCE, AGREEMENT, AND POWER
This analysis has revealed that even though physicians do agree on a general model of breast cancer risk factors, they vary in their level of agreement. We have argued that while all physicians draw upon and share a scientific base of information, some physicians are more inclined to use experience and information about other diseases when considering risk factors. There are three possible factors that influence this specific pattern of variation: specialization, time in medical practice, and work setting: Each of these factors are areas where differences in physicians' status (community-or university-based) can be classified and placed within a hierarchy of power and knowledge, as Foucault suggests. Each of these classifications can be viewed as degrees of subjection to discipline or constraint on what is considered legitimate to discuss in scientific circles (Foucault 1972) . While the issue of the relative importance of specialization and work setting has yet to be resolved, we submit the hypothesis that work setting is more influential. Individual expert-
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ence can lead to variation from the dominant ideologies of scientific medicine when physicians are not primarily associated with hospital teaching centers. Therefore, community-based physicians, who practice in settings removed from the mechanisms of discipline that govern university-based physicians, agree less and vary more in their views on breast cancer risk factors, when compared to their university-based colleagues.
Work setting, whether the physician practices medicine in the private sector (community-based) or is based at the university, appears to influence perceptions of breast cancer risk factors. The argument put forward here is that the university setting determines the types of information physicians perceive as relevant. For university-based physicians, the "culturally correct" response is influenced more by claims of scientific proof than by experience or intuition. University-based physicians have high agreement because they restrict their range of valid knowledge to risk factors for breast cancer that have been scientifically identified. Their authority, prestige, and respect in the field derives from their position in the university, a position which involves creating knowledge through research and transmitting knowledge through teaching and training. University-based physicians, therefore, are associated with scientific medical knowledge in a way that community-based physicians are not. University-based physicians are at the core of medical knowledge and define the boundaries of the biomedical model. This gives them less leeway to improvise. They must, if you will, stick close to the script. In a Foucauldian sense, they are more "disciplined."
On the other hand, for community-based physicians, distance (which equals time) from the research university or medical school allows them to include experience to a relatively greater degree than their university-based colleagues as part of the "correct" response concerning disease risks. They are less constrained in the knowledge they bring to an understanding of disease risk. Their sources of information include what they learned as a student, the literature that they have chosen to read since beginning their own practice, and their individual experiences with their patients. Because they draw on various sources of information when thinking about causes of breast cancer, they produce lower levels of agreement and more individual speculation compared to the university-based physicians who rely almost exclusively on the scientific literature.
CONCLUSIONS
Physicians interviewed for this study agree on a general model of breast cancer risk factors. Agreement, however, can mask subtle but important differences among those who share an overall cultural model. Why there are subtle disagreements is also important to investigate, for they may reveal the ways in which power and experience influence variation from "core" knowledge.
For example, even among a group of highly-trained medical practitioners, we must not assume a homogeneity of knowledge or perceptions of disease, health, or curing practices. Our theoretical discussion on the power and knowledge relationship suggests that we need to focus a level above the distribution of knowledge to consider who creates and defines the information to be transmitted and who controls the transmission. University-based physicians socially transmit knowledge, but are also responsible for creating and defining knowledge. As a consequence, they have high levels of agreement.
13 Even though all physicians share a scientific model of breast cancer risk factors, the constraints of that model are loosened for community-based physicians, who include intuition and experience in their answers to questions of risk.
We make no claims to having definitively resolved the issues raised here. Indeed, the findings and arguments presented generate more questions than answers. Nevertheless, suggesting the importance of integrating theories of power into how anthropologists understand variation in cultural knowledge is meant to be provocative and to suggest directions for future research.
